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Executive Summary
Expanding the provision of contraceptive methods by mid and lower-level health workers with varying levels of knowledge and skills can significantly improve access to contraception for all individuals and couples. Many countries with a shortage of human resources are implementing various forms of task sharing or task shifting as a strategy for delivering contraceptive methods within communities and in health care facilities. This report describes the task shifting and task sharing policies and experiences that are relevant to the provision of family planning services in Kenya and the potential place for contraceptive vaginal rings. The exercise sought to document the feasibility, effectiveness and acceptability of mid and lower-level providers in the provision of family planning services and the extent to which these activities have been implemented.
A review of the way reproductive health services, including family planning, are provided shows that many health workers are already implementing task sharing and task shifting approaches with varying degrees of success. Three examples are addressed in this report: provision of bilateral tubal ligation by clinical officers, provision of depot medroxyprogesterone acetate (DMPA) by CHWs, and sustaining community-based MNH and family planning services through task sharing activities between community midwives and community health workers.
The report also highlights how the provision of integrated RH/FP/HIV services could be delivered by various levels in the national health care system through task sharing. Opportunities for facilitating the delivery of progesterone contraceptive vaginal rings (PCVR) within the national health care system in Kenya are also described. For example, key Ministry of Health policy makers view the PCVRs as a very useful product that can broaden the contraceptive options for breastfeeding women in the postpartum period. Other opportunities include interest and engagement in the ongoing PCVR acceptability study by key audiences in Kenya including the Kenya Obstetrical and Gynecological Society (KOGS), having in place a supportive policy environment for task sharing activities, the availability of resources for health providers such as training curriculums for PCVR, and job aids which can easily be adapted for the roll out phase.
Despite the many opportunities that are available to facilitate the delivery of PCVRs within the national health care system, there are a number of challenges to be addressed. For instance, there will be a need for additional resources to support demand generation. Building demand will be a critical step at the inception of the service delivery phase. Most of the resources for demand creation will go towards meeting the costs of behavior change communication and marketing activities. In addition, there will be a need to identify and plan for a financing strategy to address the initial costs associated with the PCVR supply chain (from manufacturing to the end user).
In conclusion, the case studies highlighted in the report show that Kenya has in place relevant policies that allow lower and mid-level health workers to deliver contraceptive methods including conducting specialized surgical contraception procedures. Thus, task shifting approaches are likely to lead to a more rational distribution of responsibilities among different cadres of health workers in Kenya with regard to the provision of reproductive health services, including eventually contraceptive vaginal rings.
Introduction
Family planning (FP) is a cost-effective intervention but health workforce shortages and restrictive policies on the roles of mid and lower-level cadres can limit user access to effective contraceptive methods in many settings [1] . Expanding the provision of contraceptive methods to other health worker cadres ( Figure 1 ) can significantly improve access to contraception for all individuals and couples. Many countries have already enabled mid-and lower-level health workers to deliver a range of contraceptive methods, utilizing these workers either alone or as part of teams within communities and/or health care facilities. The WHO recommendations on Optimizing health worker roles to improve access to key maternal and newborn health interventions through task shifting supports a more rational distribution of tasks and responsibilities among health workers through sharing or shifting of tasks [2] . Strategies to optimize tasks and roles for the implementation of effective interventions have achieved variable success. This is partly because the effects of these strategies are dependent on local health system contexts. The use of task shifting strategies is viewed as one of the promising approaches in the delivery of contraceptive vaginal rings, including the progesterone contraceptive vaginal ring (PCVR) which can play a key role in increasing access to contraception for millions of women, especially in contexts where a majority of women breastfeed their babies. PCVR is a new contraceptive designed for use by breastfeeding women. It is user-controlled and releases 10mg of natural progesterone per day. It acts by thickening the cervical mucus and inhibiting sperm penetration into the uterus. Effectiveness of 98.5% has been reported (Sivin et al, 1997) . It is currently registered and sold in Latin America. At the moment, a study to assess the acceptability of PCVR as a contraceptive among women in sub-Saharan Africa (Kenya, Nigeria and Senegal) is ongoing. Autonomous self-use of the PCVR and other vaginal rings is an attractive and important feature of these devices. Furthermore, service providers do not require extensive training on the use of vaginal rings, and most of the focus is on user education and counselling about the ring. This report contains the results of a landscaping exercise that was conducted to review the available in-country evidence especially for the policy support on task sharing activities with regard to the provision of family planning services in Kenya. Specifically, the exercise sought to document the feasibility, effectiveness and acceptability of mid and lower level providers in the provision of family planning services, the extent to which these activities have been implemented, emerging lessons and the implications for introducing the PCVR and other vaginal contraceptive rings [3] . Policy-level support, health system issues as well as other factors which are likely to affect the implementation of task sharing activities are also discussed.
DEMOGRAPHIC PROFILE
The population of Kenya more than doubled over a period of three decades from 10.9 million in 1969 to 28.7 million by 1999 (CBS 1970; CBS 2001) . In 2009, it was 38.6 million (with a growth rate of 2.8%) and is projected to reach 64 million by 2030 (KNBS 2010). Nearly two-thirds (63%) of the population is under the age of 25 years while 43% are aged below 15 years [4] . Kenya's fertility rate has remained largely unchanged at about 4.6 per woman in the past decade, from 1998 to 2009 [4] . Kenya's key demographic and health indicators are outlined in Box 1 below. 
Barriers in accessing family planning services
Users and non-users of family planning services face different sets of barriers. Barriers are defined as the constraining factors standing between women and the availability of the technologies and correct information they need to decide whether and when to use contraception [5] . Users or those who intend to use family planning services face broad health system barriers. Some of these include:
 Physical or geographic barriers such as long distances to service sites  Service barriers such as lack of commodities in health facilities and inadequate skills  Financial and affordability barriers including high travel costs  Knowledge and attitude barriers including misinformation and rumors  Social-cultural barriers and gender relationship including negative traditional practices and desires such as preference for sons as security in old age Those who do not intend to use contraception in the future cite mainly method-related factors such as fear of side effects and health concerns. Appendix 1 contains details of various health system and non-use barriers.
HUMAN RESOURCE PLANNING AND MANAGEMENT
Human resources is one of the most important inputs required in achieving many of the goals set by the government, private, mission or NGO-sectors in Kenya. Adequacy of human resources encompasses numbers, skills mix, competence, and appropriate attitudes of health providers. The system in which health services are managed and organized in Kenya including the hierarchy of skill-mix for providers [6] is described in the next section.
Organization of health services and hierarchy of skill mix for providers
This section provides a brief description of the Kenyan health pyramid, staffing at various levels, current roles and responsibilities of the staff and their training. In accordance with the devolved system of government, four levels or tiers of care are recommended. Figure 2 outlines how health services are organized at these four levels. The Kenya health policy framework defines the priority services that are necessary to be provided at the following 4 distinct levels or tiers of care:  County level: This is the first level of hospitals whose services complement those provided at the primary health care level. A majority of health providers at this level are general specialists such as pediatricians, gynecologists, and common cadres such as medical officers, nursing officers and clinical officers. The hierarchy of health facilities and the available skill-mix allow clients with various needs to be seen by either one health provider or more through facilitated referral(s) regardless of whether the client is seen at the community level or within a health facility. As shown in Table 1 , the health sector still faces a significant human resource shortage especially in the public sector, mainly because of the freeze in recruitment of the staff that has been in place for slightly over five years. During the medium-term plan period (July 2012 -June 2017), the national as well as the county governments intend to address the issue of human resource shortage by: [7] with the aim of empowering Kenyan households and communities to take charge of improving their own health. Implementing the community strategy has over the years contributed to increased demand for various health services including antenatal care and family planning services. Increased demand for some of the services has tended to occur against a background of almost no increase in the number of skilled providers. Hence, task sharing has been necessary to enable lower cadres such as CHWs to assume non-clinical roles such as creating awareness, education, counselling, basic family planning and others aspects of reproductive health services, leaving clinical aspects to health workers with higher technical skills.
Task shifting, defined as delegating tasks to existing or new cadres with either less training or narrowly tailored training, or the rational redistribution of tasks among health workforce team, has been widely endorsed by international institutions such as the World Health Organization (WHO) and national authorities including ministries of health [8, 9] . One of the main challenges in the provision of maternal and newborn health services including family planning is the shortage of health workers, especially in sub-Saharan Africa (SSA), Kenya included, where there are fewer than 2.3 health professionals per 1,000 people [10] .
The lack of trained health workers severely limits women's access to contraceptive services. Human resource shortages in the health sector are widely acknowledged as a threat to the attainment of the health-related Millennium Development Goals (MDGs). Attempts to optimize the potential of the existing health workforce are therefore crucial. A more rational distribution of tasks and responsibilities among health workers is seen as a promising strategy for improving access and cost-effectiveness within health systems. For example, access to care may be improved by training and enabling mid-level and 'lay' health workers to perform specific interventions that might otherwise be provided only by cadres with longer (and sometimes more specialized) training. Such task shifting strategies might be particularly attractive to countries such as Kenya that lack the means to improve access to care within a short period of time. Integrated community-level services for RH/FP, MNCH, and HIV/AIDS is recommended as a key strategy for national health systems strengthening within WHO's "Framework for Action" and is highlighted in the US Government's Global Health Initiative (GHI) [11] .
It has long been recognized that hospitals and health centers alone cannot serve the health needs of the large and dispersed rural populations in developing countries. In the 1960s, to bring services outside the clinic walls, family planning (FP) programs began experimenting with community-based distribution (CBD) of contraceptive services [12] . CBD programs provided non-professional workers with short periods of training and used various compensation models (unpaid volunteers, salaried workers, and sellers working on a commission basis).
CBD providers educate community members about FP, distribute non-clinical contraceptives (primarily pills and condoms), and make referrals for clinic-based contraceptives. Rapid increases in the use of FP associated with small-scale CBD programs in the 1970s-90s contributed to their widespread introduction in countries with emerging and relatively weak clinic-based FP programs; by 1999, most countries in SSA had some form of CBD program [13] .
The concept of Community Health Workers (CHWs), first popularized at the 1978 Alma-Ata International Conference on Primary Health Care (PHC), has been central to the development of health programs in developing countries ever since. A wide variety of CHW programs have been implemented, with CHWs functioning as a "bridge" between the health system and communities by serving two roles: as "service extenders" who increase access to services beyond those available from facility-based professionals; and as "agents of change" who educate communities on the benefits of using health services, thereby increasing demand for services. Together, both roles are expected to increase program effectiveness, efficiency, and equity [14] .
The task shifting approach represents a return to the core principles of health services that are accessible, acceptable, equitable, and of good quality. Task shifting provides a framework in the context of primary health care in which access to health services can be extended to all people in a way that is effective and sustainable. Thus, task shifting is also seen as an approach that offers long-term potential for all primary health-care services and for overall health systems strengthening [15] . In addition, sharing reproductive health tasks including FP has the potential to free up time for higher level providers, improve the quality of care, increase the use of contraceptives and reduce the cost of providing services [16] .
Task Sharing activities by various cadres of health providers
In this report two health worker categories are covered, namely the lay health workers and the midlevel health workers such as clinical officers, midwives and nurses.
Lay Health Workers
According to the National Curriculum for CHWs [17] , family planning services are a key determinant of a mother's and baby's health outcomes. The curriculum also acknowledges that family planning services contribute significantly to the achievement of national development goals. Given the importance of family planning, the national curriculum emphasizes the need for CHWs to have basic knowledge of all family planning methods so that they can effectively advise their clients, provide select family planning methods and make timely referrals for other FP methods. The following tasks have largely been shifted from nurses to CHWs:
 Discussions on the benefits of healthy timing and spacing of pregnancies with various community groups in order to promote the use of FP services;
 Discussions on basic information about all family planning methods including their effectiveness, advantages, non-contraceptive benefits and expected side effects;
 Basic counselling on family planning services;
 Discussions with various community teams with a view to dispelling myths, rumors and misinformation about family planning services;
 Discussions with HIV -positive clients about their contraceptive options;
 Making requisitions for FP commodities and other supplies which CHWs are authorized to dispense and maintaining records of field activities;
 Making appropriate and timely referrals; and  Provision of selected FP methods such as condoms and combined oral pills at the community level. The national curriculum recommends that condoms and the combined oral pills be dispensed by CHWs.
Mid-Level Health Workers
The following activities constitute examples of services which initially were provided by highly trained health providers such as gynecologists and obstetricians but are now being given by middle level workers such as midwives, nurses and clinical officers. These activities are presented below by cadre.
(a) Nurses and Midwives
As outlined in the Nursing Council of Kenya's curriculum for the Bachelor of Science in Nursing (BScN), nurses (including midwives) are required to perform the following family planning tasks [18] :
 Insertion and removal of IUCD  Insertion and removal of implants
The revised basic curriculum for clinical officers' training [19] requires that clinical officers perform the following family planning procedures:
 Implant (insertion and removal)
 Intra-uterine contraceptive device (insertion and removal)
The services outlined above are additional to the range of FP methods that these health providers dispense routinely.
CURRENT TASK SHARING AND TASK SHIFTING POLICIES
In April 2009, the Ministries of Public Health and Sanitation as well as Medical Services launched the National Human Resources for Health Strategic Plan for the period 2009-2012 [20] . Towards the end of the plan period, much of the content of this plan had been included in the 2012-2017 Ministry of Health medium-term strategic plan. The document addresses the community strategy and task sharing issues.
The policy anticipates that the implementation of the community strategy in Kenya will increase the demand for various reproductive health services including family planning activities due to strengthened health promotion activities and increased access to hitherto underserved populations. In supporting task shifting initiatives, the document states:
'Task shifting initiatives will have significant implications for the health workforce as significant changes in roles, responsibilities and scope of practice of health providers in the health sector and the community is envisaged. There will be need for review of relevant policies and training curricula to support the implementation of these initiatives.' -page 8
Besides this policy that focuses on the provision of health services at the community level, the Ministry of Health has also developed specific policies on task sharing and task shifting. Some of these policies focus on the provision of reproductive health services including family planning. For instance, in November 2008, the Ministry of Health published a policy allowing clinical officers who had successfully completed a higher diploma in reproductive health from the Kenya Medical Training Centre (KMTC) to perform some of the functions that were previously handled by consultant gynecologists/obstetricians [21] . This circular appears in this report as Appendix 3. The circular empowers clinical officers to perform caesarean section procedures, bilateral tubal ligation (BTL), dilatation and curettage (D & C), Manual Vacuum Aspiration (MVA), McDonald stitch insertion among other tasks. In 2011 the Ministry of Health published policy guidelines that allow community health workers to provide DMPA to women who choose this method of contraception [22] . This circular appears in this report as Appendix 4.
SUCCESSFUL TASK SHARING AND TASK SHIFTING ACTIVITIES
This section provides three sets of examples on successful task shifting and task sharing activities in Kenya. The first part addresses an example of a successful task sharing activity in a clinical area regarding the provision of bilateral tubal ligation services by clinical officers in health facilities. The second part focuses on provision of depot medroxyprogesterone acetate (DMPA) by CHWs, while the third focuses on sustaining community midwives' and CHWS' operations through task sharing activities in rural Kenya.
Provision of bilateral tubal ligation (BTL) services by clinical officers
Previously, bilateral tubal ligation operations for permanent contraception were carried out by consultant gynecologists/obstetricians. At the moment, these services are also being offered by clinical officers. This section highlights key findings of an evaluation that assessed clinical officers' knowledge and skills in providing BTL in Kenya [23] . Conclusions and recommendations of the evaluation are outlined in Box 2.
Introduction and Background
Long-acting family planning (LAFP) methods, reversible and/or permanent address the unmet needs of some women [24, 25] . The use of long-acting permanent methods (LAPM) in Kenya is at present estimated at 5% of all contraceptive users [26] . A shortage of doctors coupled with the desire to increase the use of LAPM prompted the Government of Kenya to issue a ministerial circular [23] to all regions and health facilities in 2008 on the need for task shifting and task sharing in gynecology and obstetrics, medicine and surgery. The circular authorized clinical officers with additional training in reproductive health to provide bilateral tubal ligation, caesarean section and other essential reproductive health services. 
Results
A majority (56%) of the reproductive health clinical officers (RHCOs) interviewed had completed their RH/BTL courses less than five years prior to the interview. The rest were trained before 2007. More than half (24 out of 39) had received some form of update training within the three years preceding the assessment. Nearly two-thirds of RHCOs reported having attended an update or refresher course in the year preceding the assessment. Overall, 82 percent of the RHCOs rated their curriculum as adequate. Nearly two-thirds (64 percent) of RHCOs reported that the RH training period was adequate.
One-third reported the duration to be too short.
Policy makers were more likely than the implementers to report that RHCOs provided RH services (Table 2). This difference may represent a difference between what the policy allows the RH-COs to provide and what they are allowed by the implementers to provide once they are deployed at the facilities. The lower proportion of implementers reporting that RHCOs provide RH services may be a reflection of the resistance to task sharing by the implementers interviewed, as shown in Table 2 . More than half of the implementers reported the following concerns over the provision of BTL services by RHCOs:
• Existence of competent obstetricians/gynecologists to provide these services • Inadequate experience among RHCOs to perform procedures such as BTL • Inadequate legal framework for RHCOs to perform RH procedures such as BTL 
Provision of depot medroxyprogesterone acetate (DMPA) by CHWs
Box 3 highlights a task sharing activity which was previously performed by nurses and midwives. However, through a pilot project that was implemented by the MOH through the support of FHI360, Jhpiego and USAID, it was shown that community health workers are able to provide Depot Medroxyprogesterone Acetate (DPMA) to clients who sought this FP method [27] .
Box 2: Summary Conclusions and Recommendations Conclusions
The rapid assessment report of RH Clinical Officers' knowledge and skills concludes that:  There is a positive policy environment for RHCOs to provide BTLs including other RH services. However, awareness among policy makers and implementers of the existing policy documents in support of RHCOs providing the above-mentioned RH services is still inadequate.  RHCOs are providing BTLs and other RH services in lower level facilities and during outreach.  Motivation for the RHCOs is not addressed adequately.
Recommendations
The assessment report recommends that there is need:  To strengthen appropriate policies for RHCOs to enhance task sharing and increase access to LAPMs and LARCs;  To disseminate the policy guidelines governing RHCOs' training and their role in the provision of LAPMs and other RH services;  To deploy RHCOs at the county hospitals where they can utilize their RH skills;  To equip operating theatres to facilitate provision of BTL /other RH services; and  For KMTC to deploy additional gynecologists to strengthen the RHCOs' BTL training program.
Box 3: Provision of DPMA by Community Health Workers (CBDs) in rural Kenya
Depot medroxyprogesterone acetate (DMPA) is a popular contraceptive method in Kenya. A pilot project was conducted from August 2009 to August 2010 to assess the feasibility of using communitybased distributors (CBDs) or CHWs in Tharaka N'thi County to provide DMPA. The CHWs underwent both classroom and practical training for three weeks. Classroom training involved a review of FP basics, including counseling on all FP methods, infection prevention procedures, safe-injection techniques, record-keeping, and referrals.
Classroom and practical training were followed by a two-week clinical practicum to allow CBDs to provide FP services to clinic clients under the supervision of a nurse. The CBDs had to achieve predetermined competence standards, including correct administration of injections, before being certified to administer injections on their own. The CBDs were supervised by project staff and by community health extension workers (nurses). Client records were reviewed and data on the project outcomes were compiled. Service-delivery data were also compiled from three health facilities with which the CBDs were affiliated.
Project results showed that the pilot project reached 1,245 women with a range of FP services. More than two-thirds (67%) of the women either initiated or continued using DMPA through CBD. Twelve percent of these women were new DMPA users who had never used any FP method before, and 14% had switched to DMPA from oral contraceptive pills or other methods. About three-quarters (74%) of the DMPA clients had previously received DMPA from a clinic but were now opting to receive it from CBDs. Fig. 3 compares the use of DMPA from CBDs (CHWs) and health facilities. Proportions of FP clients using DMPA by provider type continuation rates for DMPA were high, with more than two-thirds (68%) of DMPA clients having received their fourth on-time injection by mid-September 2010. The study team concluded that the pilot project generated evidence that confirmed the safety, acceptability, feasibility, and effectiveness of providing DMPA at the community level in Kenya. The study built on previous evidence from Africa and on technical guidance from the World Health Organization that documented the importance of this approach for increasing access to FP. On the basis of these results, the Ministry of Health has since authorized CHWs to provide DMPA at the community level in selected counties.
Sustaining CMs' and CHWs' Operations through task sharing activities
Under the USAID-APHIAII OR project, implemented from 2009 to 2011, community midwifery activities were expanded to include FP [28] . However, community midwives (CMs) were expected to obtain FP commodities from the government health facilities that were close to them. CMs are self-employed skilled providers. As shown in Box 4, after their initial training in January 2011, CMs were supplied with adequate quantities of IUDs and implants to last three 3 months. However, at the beginning of May 2011, these commodities started running out and the nearby government health facilities did not have any in stock except for a few intermittent supplies that CMs received in June 2011 (Figure 4) . Despite the erratic supply of commodities, the number and proportion of clients using IUD and implant increased at the endline ( Figure 5 ). Thus, Figures 4 and 5 show the uptake of these FP methods when provided by CMs.
Concerned about the need to sustain the operations of reproductive health activities including family planning services at the community level, CMs and CHWs formed a task sharing partnership in early 2013 (29) .
In early 2013, the CMs' and CHWs' partnership was designed as a dual cadre task sharing and task shifting project that sought to address the problem of erratic supplies and sustain the operations of the community midwifery model. The project was supported by USAID and implemented by the Population Council and MOH. The core intervention of the project was strengthening the capacity of CMs and CHWs in financial literacy & business skills [29] . 
CM training update on LARC provision
The main objectives of the task sharing project were to:  Equip participants with entrepreneurship skills and related concepts required to manage successful community midwifery IGAs  Equip the participants with financial record keeping and management skills  Equip participants with financial literacy skills  Sensitize participants on the process of developing a business plan  Assist participants to develop work plans for their community midwifery business drawing on the knowledge and skills gained from the course.
A section of community midwives and CHWs displaying their certificates awarded to them by the Ministry of Health.
At the project inception, CMs and CHWs formed 'working pairs' and agreed among themselves on the specific roles they were to play in carrying out various reproductive health services including family planning. For instance, CHWs are responsible for marketing the activities of CMs, educating community members on various ways to prevent diseases, health promotion activities, dispensing condoms and FP pills as well as referring clients to either CMs or health facilities depending on individual client needs. On the other hand, CMs were expected to carry out more complex tasks such as inserting and removing implants and IUDs.
Besides undertaking RH/FP task sharing activities, CMs and CHWs ensured that they also applied the knowledge and skills they had received from a training program that sought to strengthen their financial literacy and business skills with a view to sustaining the community midwifery model in accordance with the national guidelines on the provision of community-based maternal and newborn health services [30] . Among other outcomes, significant changes in the way CMs and CHWs managed their income occurred between the baseline and endline measurements (Fig.6 ). In addition, the proportion of FP clients using implants since their last delivery increased from 5% to 21% [29] . Results from the study showed that CMs and CHWs gained critical skills and substantial knowledge in financial literacy and in business-building, which could help sustain community midwifery services. The study demonstrated not only the feasibility of CMs and CHWs working in partnership to take MNH/FP to women's homes, but also on how to sustain the operations of the community midwifery model agreed upon through task sharing and task shifting activities.
Apart from these three examples, Appendix 5 highlights broadly the need for task shifting and task sharing in sub-Saharan Africa, especially among the mid-level health care providers. 
PROVISION OF PCVR IN THE CONTEXT OF NATIONAL TASK SHARING POLICIES
As demonstrated in the preceding sections, the policy environment in Kenya is supportive of task sharing and task shifting in the health sector. For instance, mid-level providers such as clinical officers who have additional training in reproductive health have now been allowed to conduct bilateral tubal ligations among other procedures which were hitherto handled by gynecologists and obstetricians. In addition, community health workers are now able to provide Depot Medroxyprogesterone Acetate (DPMA) to clients who seek this FP method.
Furthermore, both the national and county-level governments in Kenya are promoting the establishment of working partnerships between community midwives and community health workers such that the latter focus on creating community health education, health promotion activities, delivering disease prevention messages, accompanying referred clients, provision of pills and condoms to clients, while the former focus on the provision of mainly clinical family planning methods such as IUD and implants.
On the 29 th May 2014, Population Council and the Ministry of Health teams hosted a one-day meeting of health providers from the sites implementing Kenya's component of the PCVR study. The purpose of the meeting was to share positive experiences and lessons learned, challenges, and future plans for the roll-out of the programme within their respective counties and sub-counties. The providers shared experiences regarding the uptake of this particular FP method in their facilities. Some of the discussions touched on the local task sharing policies and in particular how to effectively counsel women so as to be able to use PCVR on their own.
During the meeting, the providers said that once they explained to their clients how to use the PCVR, the women were able to insert or re-insert the ring on their own without any help from the providers. Thus, being woman-initiated and easy to use, the ring could serve as an empowerment tool for women to take charge of their health decisions. Furthermore, service providers do not require extensive training to be able to counsel women on how to use PCVR.
The implications of the discussion were that PCVR could potentially be dispensed by a range of providers including community health workers who will then educate women on how to use this method. Thus, the providers discussed a form of task sharing that doesn't stop with health providers. Rather, they envisioned a form of task sharing that involves a provider and a woman or PCVR user.
Besides the ease of use of PCVR, providers also highlighted other features of the method that would help accelerate its uptake if made available in Kenya. For instance, a majority of the users (about 70%) were 18-26 years of age. It is likely that future users of PCVR will be young women most likely in their 20s. Since PCVR is user controlled, these young and educated women are likely to read the information packs and follow instructions about insertion and removal. PCVR increases the FP methodmix available to postpartum women [31] , a point also emphasized recently by the head of reproductive health services in the Ministry of Health. PCVR was seen as having the potential to expand contraceptive choice in the postpartum period.
During the PCVR introductory and sensitization meetings held in April and May 2012 with a number of stakeholders in the family planning sector, the civil society groups and the national representatives of women organizations said that women in remote places should be able to access PCVR without any restrictions. In addition, some of the stakeholders said that PCVR should be made available through the public, the private and NGO sectors.
The policy implication of what the stakeholders said is that PCVR should reach potential users at all levels of the national health care delivery system. This goal will obviously not be achieved if task sharing or task shifting activities are not prioritized and carried out effectively to reach the target population. Stakeholders also noted that there is need to address potential barriers such as disrespect and abuse that are likely to prevent women from accessing PCVR especially in the public sector.
Although some of the stakeholders advised that Kenya should avoid parallel systems of administering PCVR (in both the public and the private sector), the main message during the introductory and sensitization meetings seems to have been that the product should be made available to all women who wish to use it, using multiple channels, including over the counter at pharmacies or chemists. Thus, drawing from the initial discussions during the PCVR introductory and sensitization meetings as well as the recent health provider meeting, the use of multiple channels to access women who wish to use PCVR is likely to facilitate the local task sharing policy regarding the uptake of PVR in their facilities.
Given the shortage of human resources for health and the need to scale up reproductive health activities including FP services, the use of non-clinical providers such as CHWs to improve access to PCVR should the product become available is likely to be the most feasible strategy in the short and medium term. The National RH-HIV integration strategy has outlined the framework of service delivery at the six KEPH levels -community, dispensary, health center, and county hospital, regional hospital, and the national or tertiary level [32] . Different sets of skills, knowledge and equipment are required at each of these levels depending on the package of services to be implemented. Provision of integrated services also depends on the category of health workers who are recognized within the existing health care system at the community and facility level for RH and HIV provision. In this document only two levels are highlighted, namely the community level and the facility level. The latter incorporates KEPH levels 2-5.
INTEGRATION OF SERVICES
Since integration is about combining different kinds of services or operational programmes to ensure and maximize collective outcomes, the approach is likely to serve as an opportunity for enhancing access to quality and sustained FP and other RH/HIV services [33] . Integration is most likely to be an effective mechanism for maximizing collective outcomes given that the risk factors for unintended pregnancies and sexually transmitted infections, including HIV, are addressed together.
Viewed broadly, service integration is likely to enhance efficiency since both FP and HIV services require similar inputs such as skills. Other benefits of delivering an integrated package of services include savings in providers' and clients' time (mainly due to a reduction in the number of providerclient interactions and travel costs on the part of clients). Integration of services also enhances HIV and STI preventive efforts including promotion of dual protection. With supportive Ministry of Health policies on task sharing, integration should be seen as a strategy that enhances efficiency and staff productivity.
Community-Based RH HIV Integration Services (Level 1)
The services provided are essentially at the household level. The basic services include: FP, HIV testing and counselling, maternal and child health including immunization and messages on cervical cancer screening. These services are predominantly promotive; however, a few are preventive and curative in nature.
The promotive service includes critical messages directed to community members to effect behavior change and practicing healthy behaviors at the household level. Preventive services include distribution of Long Lasting Insecticidal Treated Nets, zinc, folic acid and iron supplementation. The designated cadre mandated to provide these services is the CHW.
Facility-based RH-HIV Integrated Services (Level 2-5)
In the past, services at the facility level were offered as a singular service. Now, provision of integrated services requires that the delivery of SRH and HIV and AIDS services be done within the same setting. The services would be available during the same hours and providers would encourage clients/patients of one service to take up the other service within the facility, community-based setting or through a facilitated referral. At the facility level, integrated RH HIV services are provided at the outpatient department, MCH/FP unit, maternity, in-patient wards, comprehensive care centers and youth-friendly service sites.
Therefore, the provision of integrated services and implementing task sharing and task shifting activities can be carried out in the same settings and by the same providers since they are mutually supportive.
IMPLICATIONS FOR POLICY AND PROGRAMMES
This section addresses three components, namely: opportunities, challenges and conclusions.
Opportunities
There are many opportunities for facilitating the delivery of PCVRs within the national health care system in Kenya.
First, Ministry of Health policy makers view the PCVR as a very useful product that is meant to widen or broaden the contraceptive options for breastfeeding women in the postpartum period. At the moment, health providers have the progestin-only pill or the mini-pill to offer breastfeeding women in the postpartum period. The other alternative, namely the CU-IUD, require training and proper infrastructure for it to be used on a large scale.
Second, key audiences in Kenya including the Kenya Obstetrical and Gynecological Society (KOGS) and development partners are aware of the ongoing PCVR acceptability study.
Third, as demonstrated earlier, the policy environment in Kenya is supportive of task sharing and task shifting activities. For instance, the national community midwifery guidelines recommend a dual-cadre working approach between community midwives (CMs) and lower-level community health workers (CHWs) to more effectively meet the maternal health care needs of women.
There are ongoing programmes to strengthen the dual-cadre model. For instance, capacity-building needs of community midwifery providers are now being addressed (since the lack of these skills hinders the sustainability of the community midwifery model). The county governments are promoting the establishment of working partnerships between CMs and CHWs in communities where the community midwifery model is (or will be) implemented.
A recent study that evaluated the uptake of task shifting as a community strategy in Kenya [34] recommended that voluntary counselling and testing, community health education, hygiene, referrals and family planning services should be shifted to community health workers (CHWs).
Fourth, key documents such as training curriculum for PCVR, BCS cards and method brochures are in place. These materials could easily be adapted for the roll-out phase.
Fifth, in previous meetings with stakeholders many of them suggested that PCVR could be distributed or channeled through multiple routes (public, private and NGO sectors). These possibilities imply that PCVR has the potential to 'fit' in all healthcare market delivery systems which has implications for accessibility goals.
Sixth, from preliminary results, a majority of clients felt that the PCVR was easy to use and was perceived to have fewer side effects. These findings have implications for the service delivery phase. Perceived safety of the product and being user controlled could increase demand and coverage for PCVR.
Box 5 highlights some of the available opportunities for facilitating the delivery of progesterone contraceptive vaginal rings within the national health care system in Kenya.
Challenges
There are a number of challenges to be addressed. First, although the Ministry of Health in Kenya has expressed willingness to include PCVR in the national contraceptive method mix, additional resources will be required to support demand generation. Building demand for a new method type will be critical as a preliminary step during the service delivery phase. Most of the resources for demand creation will go towards meeting the costs of behavior change communication and marketing activities.
Second, the initial costs associated with the PCVR supply chain (from manufacturing to the end user) could pose a challenge unless thought through well in advance. Third, in the next few years there is a possibility of having many vaginal rings in the health care market. High-profile campaigns and tailormade educational materials will have to be developed to minimize potential confusion that could easily arise especially among the end users. 
Conclusions
The case studies highlighted in this report illustrate that Kenya has in place relevant policies that not only allow lower and mid-level health workers to deliver a range of contraceptive methods but also to conduct specialized surgical contraception procedures. Thus, task shifting approaches are likely to lead to a more rational distribution of responsibilities among different cadres of health workers in Kenya. The case studies have also documented the feasibility, effectiveness and acceptability of midand lower level providers in the provision of family planning services and the extent to which these activities have been implemented.
Appendices
Appendix 1: Barriers to the use of FP and reasons for non-use of contraception Whereas this is commendable, the bulk of the contribution to this uptake came from short acting methods as the national method mix is heavily skewed towards these methods. Use of LAPMs is currently estimated at 5% of all contraceptive users with the majority using longer acting and reversible contraception (LARC). In addition one in four (26%) Kenyan women continue to have an unmet need for contraception.
For Kenya to have a more cost -effective FP program and also to foster a more sustainable method mix and ensure women and couples have access to the contraceptive method of their choice, there is need to increase access to LAPMs. Given the limited number of doctors, this goal can only be achieved through task shifting of the provision of LAPMs to other cadres with adequate training and supervision. An example of this approach is the successful task shifting of the provision of implant services to nurses.
To address this need, the Director of Medical Services, issued a circular authorizing RH-COs to be trained and provide Tubal Ligation (BTL), Caesarian Section (C/S), McDonald's stitches and other essential RH Services in 2008. This was followed by training and deployment of RH-COs to provide these services at the district and health center levels.
Since the issuing of the circular, training and deployment of the RH-COs, the MOH has not systematically evaluated the program. Recognizing this, the MOH, commissioned an assessment on the provision of BTLs by RHCOs. Findings from this assessment provide good information on the RH I would like to extend my appreciation to the taskforce and the writers who worked tirelessly in the development and implementation of the assessment and preparation of this report. My expectation is that this report's recommendations will be implemented to enhance uptake of FP. This will not only help the MOH to achieve the CPR goal of 58 % by 2020 but also contribute towards achieving broader MDGs and Vision 2030.
The Ministry of Health acknowledges the funding received from United States Agency for International Development (USAID) through the PROGRESS project under FHI360 in supporting this Rapid assessment of RH COs providing BTL and other RH services in Kenya.
Dr. Francis Kimani Director Medical Services
Appendix 5: Task Sharing experience in sub-Saharan Africa Many initiatives are taking place in sub-Saharan Africa to address the shortage of human resources for health. Some of these are highlighted in this report to demonstrate the fact that the examples reported in Kenya are part of the wider efforts to address the issue of human resource shortage on the continent. For instance, the first African Regional Meeting on "Human Resources for Maternal Survival: Task-shifting to Non-Physician Clinicians" which took place in Addis Ababa from 29 June -2 July 2009, focused on seeking strategies to develop and deploy non-physician clinicians (NPCs) as an important means of reducing maternal death and disability in Africa 1 .
In the Addis Ababa meeting, some 350 participants, including Ministers of Health, senior government officials, health programme managers, clinicians and heads of health training institutes, from 36 African countries, gathered together for the four-day conference. The conference was a collaborative effort of the Ethiopian Ministry of Health, Averting Maternal Death and Disability (AMDD) Program, UNFPA, UNICEF, and WHO.
Opening the conference, Ethiopia's Minister for Health, Dr. Tedros Adhanon Ghebreyesus, emphasized the need to expand and strengthen Africa's health workforce so as to improve the survival and health of mothers and children. The minister underscored the fact that there are fewer than five doctors for every 100,000 people in the continent; and each year, 20,000 health professionals abandon their posts in rural areas in pursuit of more lucrative jobs in urban areas or abroad. Also speaking during the occasion, Dr. Werner Haug of UNFPA stressed the need to ensure universal access to reproductive health by 2015. "The challenge is to produce health professionals with the right skills and in sufficient numbers to provide FP services in every community and basic and comprehensive emergency obstetric and newborn care in every district 2 .
The basis of the meeting was that mid-level providers already exist in most countries in Africa and yet they are seldom the focus of human resource strategies. Initial research reports had shown that mid-level providers expand cost-effective quality services to under-serviced areas and do produce similar outcomes to doctors. In addition, midlevel providers have excellent retention rates, especially in rural areas. The conference noted that their services are regarded highly and viewed as having a stabilizing effect in the provision of health services especially among the rural and peri-urban communities 3 .
The conference built on efforts by the 'Realizing Rights' Health System Strengthening for Equity (HSSE) team. The team focuses on drawing on the power and potential of mid-level providers to support equitable access to healthcare and stronger health systems in Africa.
